INTRODUCTION {#sec1-1}
============

Mental, neurological, and substance use (MNS) disorders constitute 13% of global burden of disease.\[[@ref1]\] The burden caused by MNS disorders has increased by 41% from 1990 to 2010 due to population rise.\[[@ref2]\] Three quarters of this burden lie in low- and middle-income countries out of which, a similar proportion do not have access to services owing to poor resources.\[[@ref3]\] Globally, there has been a call for increasing access to mental health services.\[[@ref4]\] The focus is on developing models of services that are effective, efficient, sustainable, replicable in a similar set-up and are grounded on firm research base.\[[@ref5]\]

Community-based models are found to be effective and efficient in providing mental health care to the masses.\[[@ref6]\] Experts suggest a two-pronged approach in meeting the unmet needs of the community-strengthening of psychiatry units at district hospitals to work as focal centers for mental health services delivered through outpatient clinics and training of mental health personnel working at primary health care.\[[@ref7]\] Internationally, there are efforts at integrating mental health care into community-based primary level health services.\[[@ref8]\]

Mental health service providers are continuously striving to devise innovative ways to bridge the unmet needs.\[[@ref9]\] In the resource crunched low- and middle-income countries, many local models of care delivery have proven their efficacy and feasibility.\[[@ref10]\]

The District Mental Health Program, currently running in 123 of the 652 districts of India, is a component of the National Mental Health Program aimed at integrating mental health services into general health care. Shortage of qualified mental health professionals and low involvement of primary health-care professionals in mental health services delivery are adversely impacting service delivery.\[[@ref11]\]

The large disease burden and huge treatment gap in India need a network of decentralized system of mental health services and development of effective, efficient services at local level which is culturally and socially acceptable.\[[@ref12][@ref13][@ref14]\]

The authors discuss here a model of urban community psychiatry services by the Department of Psychiatry, Government Medical College and Hospital (GMCH), Chandigarh. The study describes the clinical profile of patients seeking care from the community outreach clinics (COCs) and supports the need to scale up existing services.

The study was carried out with the aims:

To describe sociodemographic profile of patients seeking treatment from COCsTo compare the clinical profile of patients seeking treatment from COCsTo compare the sociodemographic and clinical profile of patients of COCs with tertiary care centre (Psychiatry Outpatient Department \[OPD\] of GMCH, Chandigarh)To study the sources of referral to COCsTo study profile of patients requiring referral to tertiary care facilities.

SUBJECTS AND METHODS {#sec1-2}
====================

Study setting {#sec2-1}
-------------

Chandigarh is the joint capital of Punjab and Haryana and has an area of 114 km^2^. The city provides health services through one district headquarter hospital, two community health centers, 30 civil dispensaries, and 17 subcenters. The four COCs provide mental health care integrated into existing health-care facilities in areas adjoining Chandigarh. The community clinics started functioning at Palsaura in 1996, Maloya in 1999, Daddu Majra in 2000, Khuda Ali Sher in 2004, Bapu Dham Colony in 2006, and Dhanas in the year 2008. The most recent outpatient facility was initiated at Sector 26 Police Hospital in 2009.

In addition, to clinical services, these outreach clinics are run with the aim of developing as a model for community-based services. These also work as centers for training health professionals in mental health and carrying out research activities. Currently, the clinics operate on a weekly basis at four centers: Dhanas Civil Dispensary (Clinic-1), Gurudwara of Village Khuda Ali Sher (Clinic-2), Rural Health Training Center, Palsaura (Clinic-3), and Sector 26 Police Hospital (Clinic-4). Only one clinic at Khuda Ali Sher is rural, Dhanas and Palsaura are semiurban centers, whereas the Police Hospital is an urban center.

Community outreach clinics {#sec2-2}
--------------------------

### Community outreach clinic 1 {#sec3-1}

Civil Dispensary, Dhanas, is a primary health center which provides services to a population of about 22,000. It is located in the periphery of Chandigarh about 10 km away from the city center. The village came into existence before independence much before the city of Chandigarh came into being. In addition to the local residents, there are many migrants from neighboring states of Haryana, Himachal Pradesh, Uttar Pradesh, and Bihar working as daily laborers. The milk colony houses the civil dispensary which is run by a single Medical Officer with the support of nurses and health workers. The COC operates in this dispensary.

### Community outreach clinic 2 {#sec3-2}

Khuda Ali Sher: The COC functions in a Gurudwara located in the heart of village Khuda Ali Sher. This is a rural village with a population of about 6000. The basic health-care facilities are provided through a subcenter. The majority of the population consists of Sikhs who originally belonged to this place. Only about 20% of the population consists of migrants from Haryana and Himachal Pradesh with main occupation being agriculture.

### Community outreach clinic 3 {#sec3-3}

Palsaura is a Rural Health Training Center for the medical students from GMCH, Chandigarh. The total population of this area is about 35,000--40,000. Majority of the population are migrants from Uttar Pradesh and Bihar.

### Community outreach clinic 4 {#sec3-4}

Police Dispensary, Sector 26 is a secondary level hospital for personnel serving in the Chandigarh Police and their dependents. The dispensary provides health services to about 7000 police personnel and their families. Most of the people are from Punjab, Haryana, Himachal Pradesh, and Uttar Pradesh.

The COC team is composed of a psychiatrist, social worker, and nurse. The team provides pharmacological and psychosocial treatment on a weekly basis. Treatment records of patients are systematically maintained by the team. An effort is made toward maintenance of continuous supply of essential psychotropic drugs including oral substitution therapy such as buprenorphine in the clinics as per specific requirements through hospital supply and donations from different sources such as pharmaceutical companies. Only ambulatory care is provided in the COCs and the department of psychiatry GMCH acts as a referral center.

The team remains in regular contact with the community leaders. Spreading awareness about mental and substance use disorders is a continuous activity of the team. Education about early signs and symptoms of mental disorders and availability of treatment is carried through distribution of health education material and community meetings with community leaders. Public announcements in the village, Panchayat meetings, and religious and social gatherings in the Gurudwara are also used to spread awareness.

Collaboration is maintained with the primary health service provider and the health-care staff is encouraged to manage common mental disorders on their own. Periodically, they are provided with hands-on training for the management of common mental disorders. The medical officer refers more difficult patients to the outreach center on the scheduled day and contacts the COC team in case of any emergency for immediate service delivery.

Study sample {#sec2-3}
------------

In this study, we included all new patients who registered in the COCs from July 2010 to June 2011. The data were retrieved from patients\' records maintained in the clinics. The records are semistructured pro forma which includes sociodemographic details and diagnosis as per the International Classification of Diseases (ICD) 10 diagnostic criteria.\[[@ref15]\]

Statistical analysis {#sec2-4}
--------------------

The data were entered into MS Excel sheet, double checked, and necessary corrections made. Descriptive statistical analysis was carried out using IBM SPSS version 16.0 (Chicago, SPSS Inc.). Summary statistics was presented using mean and standard deviation. Differences between different proportions were calculated using Chi-square tests at a significance level of 0.05 (p value). The distribution (mean and standard deviation) of different variables across four subgroups was compared using ANOVA.

For statistical analysis, the mental disorders were grouped into six major categories: mood disorders, neurotic stress-related and somatoform disorders, substance use disorders, psychotic disorders, other psychiatric diagnosis, and general medical conditions. Personality disorders, cognitive decline, sexual dysfunction, mental retardation, and marital discord were classified under other psychiatric diagnoses category as their number was small. Seizure disorder, migraine, and diagnosis of nil psychiatry were kept under the category of general medical condition.

As per the available records, 31 patients seen in the community clinics were categorized as nil psychiatry. This group of patients did not meet criteria for any psychiatric disorder because of either inadequate number, severity of symptoms, or duration of presentation. As no psychiatric diagnosis could be made, these patients were categorized as nil psychiatry.

RESULTS {#sec1-3}
=======

A total of 728 new patients were registered in the COCs in 1-year period. Majority of patients attending the clinics were in the productive age group (15--44 years). In the four clinics (Dhanas, Khuda Ali Sher, Palsaura, and Police Dispensary), the mean ages were 39 ± 14.47, 41.69 ± 15.82, 33 ± 14, and 36.34 ± 12.80, respectively. The youngest patient was of 4 years and the oldest patient was 85 years. A total number of new patients seen in the OPD of Department of Psychiatry, GMCH, in the same year were 5131 with a mean age of 36.73 years and range of 7--93. The difference in sociodemographic profile of patients in COCs and those seeking care in OPD of GMCH was statistically significant \[[Table 1](#T1){ref-type="table"}\].

###### 

Comparison of sociodemographic profile of patients presenting to Government Medical College and Hospital outpatient department and community outreach clinic

![](IJPsy-58-410-g001)

The clinical profile of patients seeking care in the COCs was different from those seeking care in the OPDs \[[Table 2](#T2){ref-type="table"}\]. Among those coming to the OPD of GMCH, the most common diagnosis was mood disorder (32.85%) as against substance use disorder (51.45%) in the community clinics.

###### 

Comparison of clinical profile of patients presenting to community outreach clinics and Government Medical College and Hospital outpatient department

![](IJPsy-58-410-g002)

The sociodemographic profile of patients attending the various COCs was different which was statistically significant \[[Table 3](#T3){ref-type="table"}\]. Majority of the patients in all the clinics were married (60--80%). More than 50% of patients in COC 1, 2, and 4 had income of less than Rs. 7000/month, whereas more than 50% of patients in COC 3 had income more than Rs. 7000/month. Majority of patients in COC 1 and COC 2 had attained up to middle-level education, whereas in COC3 and 4, it was above matriculation. Majority of patients were females in clinic-2. Majority of patients seeking treatment at the clinics were employed, about 64% of patients at COC2 were homemakers.

###### 

Comparison of sociodemographic profile of patients presenting to the different community outreach clinics

![](IJPsy-58-410-g003)

Clinical profile {#sec2-5}
----------------

Difference in diagnostic groups of the outreach clinics was statistically significant \[[Table 4](#T4){ref-type="table"}\]. In COC1, most common diagnosis was substance use disorders (70%) out of which opioid dependence was more common than alcohol dependence \[[Table 5](#T5){ref-type="table"}\]. This was followed by mood disorders and neurotic stress-related and somatoform disorders.

###### 

Comparison of clinical profile of patients attending the community outreach clinics
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###### 

Profile of substance use disorders in different community outreach clinics

![](IJPsy-58-410-g005)

In COC 2, majority of patients were females and the most common diagnosis was neurotic, stress-related, and somatoform disorders. This was followed by substance use disorders and mood disorders. The most common substance of abuse was alcohol followed by opioids and nicotine.

In COC 3, substance use disorder was most common with opioid dependence as the most common diagnosis. Mood disorders and neurotic, stress-related, and somatoform disorders were the next common diagnoses.

In COC 4, substance use disorder was the most common diagnosis which was followed by mood disorders and neurotic disorders. The most common substance of abuse was alcohol followed by opioid and nicotine.

Source of referral {#sec2-6}
------------------

Majority of patients reported of reaching the outreach clinics on their own, some were brought by their family members, and some by their friends. 76.24% patients in COC1, 50.38% in COC2, 48.83% in COC3, and 67.65% in COC4 were brought by their family members/relatives \[[Table 6](#T6){ref-type="table"}\]. Three patients were referred to the centers by community leaders and staff of primary care centers. Nongovernmental organizations working in these areas had also referred four patients. Six patients had reported after reading about the outreach services in newspapers following which, they had come for treatment. Two patients of substance use disorders were brought by old patients who were under treatment at these centers.

###### 

Referring agency to the different community outreach clinics

![](IJPsy-58-410-g006)

Need for referral {#sec2-7}
-----------------

In this period of 1 year, only 12 patients needed referral to the tertiary care center. Five patients with mental retardation had to be referred to the Department of Psychiatry, GMCH for formal intelligence assessments and management, three patients with mania and two with psychosis had to be referred for admission in the inpatient unit of the department and two patients with dementia were referred for diagnostic workup.

DISCUSSION {#sec1-4}
==========

The mean age of patients seen in COCs was 37.51 years which is similar to the mean age of patients coming to OPD of GMCH (36.73). Marital status and income were comparable in both groups. However, more patients seeking treatment from GMCH OPD were better educated and had better employment status than those coming to the COCs. Since COCs cater to the rural and colony population where more individuals are daily workers, it might be possible that they find treatment at COC easier to access requiring lesser time.

Majority of treatment seekers in COCs are young males having substance use disorders which shows the high prevalence of substance use disorders in these patients. Majority are employed and are married which is similar to findings from a community-based substance use treatment center.\[[@ref16]\] Patients with substance use disorders prefer community-based treatment programs.\[[@ref17]\] Majority of treatment facilities for substance abuse are located within the psychiatry departments, the stigma associated with psychiatry and mental disorders might discourage many of these patients from seeking treatment.\[[@ref18]\]

The comparison of data of COC and outpatients of GMCH shows that patients having severe mental disorders (mood disorders and schizophrenia) preferred to seek treatment from tertiary care facilities, whereas more than 50% patients seeking treatment from COCs have substance abuse problems. The findings strongly suggest that common provision of treatment for substance users along with treatment of mental disorders in tertiary care centers discourages many patients with substance use disorders from seeking treatment.\[[@ref18]\]

The authors observed that pattern of substance abuse across the four COCs was different even if these clinics are in proximity of 5--8 km. Alcohol was the most common substance of abuse in two clinics catering to village population and police personnel whereas opiate abuse was common among patients seeking treatment from other two clinics (COC 1 and COC 3). COC 1 and COC 3 have urban setup and have a large migrant population from the neighboring states. The findings indirectly point out that migration and urbanization bring additional hazards. The findings from the present study are similar to the findings of earlier epidemiological study carried out in the rural and urban slums of Chandigarh. Alcohol was the most common drug used in the community in and around Chandigarh and the use of opioids was lower in rural areas.\[[@ref19]\]

The high rates of patients with substance use disorder seeking care in the COCs might be due to better acceptability of these services among this population.\[[@ref18]\] These centers are run within the community where the amount of perceived stigma might be lower as compared to hospital setup. The patients also do not encounter problems of transport, finances, or wastage of time.

Among patients seeking treatment at COC 2, 60% of patients had anxiety disorders and somatoform disorders. This COC caters to very poor population and majority were female patients. This might explain the higher prevalence of neurotic, stress-related, and somatoform disorder in this clinic. Community outreach team was able to manage majority of patients in the COC and only very few required referral to tertiary care center. The findings demonstrate that common mental disorders and substance abuse can be easily treated in the community along with general health care. Such urban community psychiatry facilities can reduce the treatment gap.\[[@ref20]\]

This study demonstrates that appropriate utilization of existing resources at a tertiary care hospital can provide an effective, efficient, and acceptable system of service through community outreach program. This model if adopted on a large scale can result in reduction of burden on tertiary care centers and attaining the ultimate goal of decentralization of mental health services.

CONCLUSIONS {#sec1-5}
===========

Treatment provided at the COCs is able to reach patients with substance use disorders which are otherwise impenetrable by the conventional health-care systems. COCs are accepted by such patients. There is a need to scale up these services to meet the unmet need.

Strengths and limitations {#sec2-8}
-------------------------

This is the first study which reports on data from an urban model of community psychiatry. Structured diagnostic schedule was not used in this study which remains its limitation. The study is based on data extracted from available patient records.
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